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2. a. Outpatient Hospital Services

(1) Reimbursement is based on afee for service and may not exceed the ameunt
established for any qualified provider for the same service. Laboratery and x-
ray services may not exceed the amount established by Medicaid for the
procedures.

(2) Other services specific to hospitals, ie., emergency room, outpatient surgery,

cast room, may not exceed the established Medicare upper limits based on
reasonable costs,
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Pup 2

Feders et Hiakh Center 3ot Rurs) Health Clioig S

Als Federaily Cuallised Health Uenters and Haal Heaftle L limes shereinaker coifecusely reterere
to &t “climickenter”™s shall by reimbursed on 8 prosntctve oy mem syrem FPS"Y beginning
Oxtoha ), 2012,

RATE VETERMINATION PROCESS

Thadao:
Supersodes

For fecilitics wih an o fro st e date pro to Pl Yea ¢ FY 73 E999, paymem rales will
te so prospectively using the 1oal o inedcemen: nasonable oost of fumishing core o
olher tovered noncore servigey for B3 1999 and 2000, sfiwied fn am chamee m
stope. divided by the menhe of svcounters i 1he hea year pened 1 2mive 2 acost por
visit  Fir exch calends yeac lheraaiter, ez h el feeber will he gaid the pa wrsil
amoumt fand B the previow vear. adjosted by the Sedxam Koorawnc fdes UMEN 12
reported on fanaeny §oand sdisdod 0 tahe it stcount any merisc fur detrase | In the
scope of seovices farmshed danne tie | Y

Fes faglites with an ofkedtive dak en o after FY 2000, poy mend rades wall be s
pusped ively using e sold dinicfoeniens sasomabic cost of fmishing Lome d covened
poD-CoRe Services divided by Oic nuthes of cocoumo Bt s foll Tiscat year of
wperalions. The firdl lull yed of wperaioms - defined & a fina) seltled Medicare cost
it & adjwta? by Wedicad sowees. et aeflects Awelve mottha of caniruims
STy iCe.

he cahulawen of he inigal PP aies and 5y subsequent 2djustitent b sods Ric
siafl be determiined on the hass o masonable costs wf the covedime as provided
vnder 43 CFR Part 113, Heasonzble asts, & used inridde seting 15 delfmed as Uhose
casts Yl wic diowahle under Medxad cosi pemoydes, as meaquerd in 45 CFR
R2.22(by and the applicable OMY circular. with no productivity serees aor per ist
@ayinent mit applicd io the rle Reasomdble <osts do wol indude unellowablic cogs

2 Upalowitic ol ale aponcs ercamed by 8 chine eenter 1hat e ot direaly <
indiroaily slaked by the prowvision of coverd sonvke actending o applicabic laws
rdes and st cend:

NEW FACILITICS

A “mew” clowieedler oo lavliy oot &) aplicable loersmg o enswlwee
Teyuements o oF alter (itaber b M2 Sidzs of @0 e xisting cinicioeniss thae & ¢ newly
meongnired by HRSA 3ee teacs. I pusposes of 1hiz Side Plan. &s achange in sope of
SETVIRES.

appeat e a8 120 Wiccow: IJalc.:
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4.79 Paymarts for Metical and Remedial Care antl Sefhnces

A pew chmcaenor must lile 2 projocicd cost report to establish an iermn iRl
base e The coMd roport oud commn The chmckemer s remomble todls
anlicspated 1o be incurred 0 the inita) FY.  The tniial rar will be set at e kesser ot
eigiry-percent 18585 of the pro kmin Atlowable cosist z eablished by the wienm
Lo report o the statewide averape PPE @iv ol 2ll exsring providas whinn ihe same
peer proog, extluding the Juwesl and highess rare ohizined Fom the ourtem periond

h A perr gmup 1: dividea smo three rae grospaie (1) EQHIUS (2] rec-staading
RHCs amd (31 hospital baned RYIC Gociithes

Each new clmocomior mist sbima 3 Meacaid aost report after te and ol the
thmefeenter’s FY.  An updated intenm i will b deteomined based on one
twndred-porcent {100%%) of peasenable custs &8 adiusied for Mchead sovics
comained 10 dhe cost repon  IWoran raes will be adjusted prospeclively was e
Maliczid cost repoa s processed

d. Lach now dinidconter must submil 3 Modxare cost foport 4272 or 25524 seflecim
twetve months of continuons seiviee  The rate established shall become the fnal
bae zale fur the cemencline e State will meoncile payments back to te
tegmmang of the wicom perind applylog the Bnal hose mie If the nal kase qie s
preaser than vir iperam rale . the Buran i Modical Serves ¢ 8MD™) will ompulz
and pay the clincfaonder a seilonsent payment thar reprosests 1he differonce T rale
far services prwided during the irderm poned I the final ke rar vs Joss flin the
wenm rtes. BMY wil compac and soooup from rhe contar/clime any pyerpayarent
reuiiing from the diffenaices in satez for the scrvices provided o vhe iniernn pond.

ENCOUNTESR
Ite followiin wivices musalify & chme/conia meounten.

Covored Core Serviees are Hhose s noocs pras ticw by
. Physician sorvices sgeti fied m 42 OFR 05,2412
2 hurse preulibhis orpigsician assmant services specified in 4208 R A0S 2414,

3. Clincal gsycholbu st and climical social work.er services specified ind42 CFR
495 245
4. Visting merse services opecilied s 2 CFN 0524160
3. Buneanvidwik seraces speailied in 42 CFH 405 2400
4. Prevenliee primany servives spetified m 82 CFR A0S 244K,
7. Advanecd Practice Repiterad “wurse specified 11 42 CFR 440,184
1N No. vt A Date " [0

AT
Suncredes U0
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4.1 Paymenta Tor Medical and Remedial Care and Savites

. Covarad NonLore Sen cex
All other ambulalony serviees, oxep b radiclopy, pharmacy, and laburwn
services. as defingl ang (urnigied i accondince wib the approved Ssate Plan

¢ Services and supplies tcaiemal o the professiopal services o encowrie level
prachliontrs are icluded in the eowrter e gail tor the prokessionsl services
when the services. and supplies are

1. sumides & e o i . v opeane
professional services:

2 Of a type wommonty 1umrhos ather wilout chape or included o e
emerdcling bilty
2 type cominonly Tuinished in o prvder » office dep tengue deprrsson
bandages. eic i

4 Prvidat by comer employess ida e ding) personal  slpervision gt
encounker-level pracli oners. and
Furmahed by 2 membes of ibe aour v afl who iv o0 emplayee of fiw oenten
st nunse. dherapist. technican o other ade )

d A billabke encounter 15 delined 2 ata:eda-daoe visit between an elyable practivoner
and a palient whese (b prediticn e & eaercising inds ¢ profesional
cosisten within the scope of iheir hceme

An FQHUC may bill fiv up mo Shrve scpsrate encounlen Sccumng iF ooe ey ooe
medizal encounster. one behaviwal beatth and o dental encoumter por da per
member may be billed cxcept in cascs 1o whuch the member sulir: Hlness or wjury
roquaring addrlonal tapnosis or traitinen

4. CHANGE BN S0 OPE OF SERVICLS
A dchanpe m stope of s ey 13 definod @ 8 changr in the type. intcauty .
dumlion andlor @aoum ol savies §a gmEbivne o) povided by the
clinicfacnler. A chama m weopz of service apptics oaly to Medicad vovered
survices

A change m scope of service M3y be recugniad if am o the tolloning
ualify g cvenis accur

Addition 8 a new chnk venter service sk 199) i 0oL present in the existing
1PS @,

Closure o1 a faciiy 1hal recche in a chanpr 16 scope in services offered by
the hrahh ecser.

4
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4 16 Paymeris for Medical and Remedial Careand Serntes

The gquhtymg cvent it lave bern implemeniad moothumnly sace ks
mrtial e e Meritation .
The cost attnimitahle 4o the quulifying cvenl, on a cost per visit basly, mus
accoure for ou incresse of deersase W the ensung PPS @ic of five- pereent
(9%)or greater, o dterming whelhar the threshold is mot. the cost par msit
o lix vesr imiedisicly preceding the oM reporting yea i which e
guahifying cvent owors will be mpard Io the PRS aite in cffeet for the
yaar in which the thinge 1 stepe bas heen pnplemenied R six 16)
o nweculive manths; and

1L The wsl mlaed w0 the gqualifymg oea smil comply witls Medcare
reasomable codl prncipies.  Reasormbk oosta. ay ised in rafe sefling o
defined as those costs that arc dllowahle ender Medicaid cow prindples: us
tequred in 45 CYR 922X and the appicable OMB cocular, with no
protuctivily screems oF T wisa payment lmit spplid 1o the raic
Heasomable costs do nut inchivle amatowatse costs

£ach clinideenter wifl e respormdb e b notilymg BMS of & qualifying evert twy e
tan dey af thee (end manth alter the qualilying cvemt hat toer imphemericd forws (8)
consxadive manths ord manimen of mne {91 memhs Fom {5 dee of the gl bing
cvenl impiomonaion

a Eah chaiciemer will be resporsibie tor oviing sulficient documenis on
snduding any &id afl ded umentdioe wggeiod by BMS, b sipport the roview and
roquesl for a delerimimation af change m scope

c. Provitimg that ali nobixation simeframes fu Jicl aid (d) above o met amd a
qualifymg cvent s csabishet sthe adpntod PPS mic will be naroactisely applied
back wy Ly date the chanpr 6 soope was impicre pted

(. Fafow tomeed sl the nobsficabue Rischanes io Ko land (u) above shall resuh i 1
effeaivedaic of the approved rarcie be the dirst day llowing

™ ko 1. -2-01 "o o TIAN B8 1 2014acuwe Date:
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4.19 Payments for Medical and Remedia! Care and Services

g the fiscal year end that the cineicenter submuitied the docunkmation tor the changs

O Al cETHEr Mz (gH LT iy fiscal vea Yor an adisiment due to 2

5 RECONCILIATION OF MARAGED CARE PAYMENTS TO THE P95 RATI:

Where a tomer/dinic firnislies services porcueii f0 3 conicait with 2 managed vare organizagion,
BM S will nuke suppiementd pay ments 10 the even tequired by Section 1902(0bu5) of the Act

6. Diher Labnratory and X-my Servies
Laboratory Services:

Paymene shall be e jesser of W2 o the current Medicare esiablished fev or she
provider's wsual and customnary fee Al fees me published on tbe web a waw svPhiper then
medical services.

The Hureau Yar Medw# Scrv s fix schedule rai is Lpdated oo Januery | of cach yesr
and 15 elfective for services provided un of 2{ief thai date Al mEtes a2 published on the web 1.
»wh wvadhhrorg then spedival servicss

Reimbirrsenieat shall be the sume for gove rimenial and povae providers
X-Ray Services:

At uppes Timit bs established wsing 2 resource-based relative value fiu the procedue
tines a conversion fwioe & determined by the 1y pe of service. The conversion factors were
develaped uging ulilization and payment kwl daa for me defmed servige graup  Payment will
bttt Resser of the upper himit o 1the provider's custoinary charge for the service to e general
puitic The agency's fees weve sex as of January 1. 2098 and arc effeclive fox sesvices on or afier
that datc. Al fees are published on the Web at: wa wowvdhhrorg then medical serviees. BEazept as
atherwise noed in the plan, siate deweloptd ites are e sanwe lor both paveramenal and pevare
providers,

TNNo § 2012 Approval e :JAN» 31 znuchm_'g e,
Supersedes:  OR-01 B
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‘Early Periodic Screening, Diagnostic and Treatmen! Services

Saeaning sefvicas ara reimbursed on an encounter fate bated on the cost of providing
the components of the ing examination, and referral whare indicated, for qualified
praviders.

Reimbursemsnt to those providers duslly Ikented 25 Behaviom! Haalth and Residentia|
Child Care Fadiiies Wil be prospective based on alowable provider specific cost for
freatmant within each peer gioup level. Relmbursement will be capped for individual
praviders within each peer group level based on allowable provider specific cost.

Allowable Providar ific Coat

Reimbucsement for Behaviora Heatth Residential Child Care Faclities is (imited fothose
costs required B deliver allkwabie medically necessary behavioral health treatment
services by an sfficient and economically operated provider. Costs detsrmined (o be
reasonable and allowable by the Depantment will be reimbursed upio the level af the peer
group celing derived from the weighted average cost of providess by peer group. These
casts specifically exclude costs for oom, board and the minimum supesvision requined
by Sacial Services licensing regulations.

Paar Group Ceiling

The peer group celling wil be derived from the weighted average per patiert day
treatrment costs of all providers, at an assignad occupancy of 80% in the peer group.
Patient day is defined a5 aight (8) continuomss hours in residencein the facllity n atwenty-
four hour periodduring which ihe palent eceives medical services,

Efficiency Allowance

When a provider's acud allowable per diem costs are below the peer group ceiling an
Incentive of 50% of the difference between the pravider's allowable cost and the per
group celing within each level of care (if lower than the pesr group ceiling) il be paid,
up to @ maximum of four doflars {$4) per resident day.

Infiation Factar
A factor will be assigned to 2ost as a projection of inflation for subsequent mie setting
cycles. Changes inindustrywage rate and supply costs compared with CP1 are observed
and the lesser amount af charge is expressed as a percentage and applied o the
afowatle rambursable costs for the six-month eporting period. This nflation factar
nts the maxmum rale of infl ] ized by the Departmeni for the rate

D
period.

Cost Reporting Periods

Costreports mustbe filed with the State agenty. Costreporis musl be postmarked wihin
sixty (60} days following the end af wach six month costreporting pariod: Janugry 1- June
30 and July 1~ December 31. Raies will be calcudated and effective for six month periods
starting three months after ihelr repolting period. Rates wifl be frozen at the eument kevel
{January to June 2001) and will remain at that level for no longer than two rale periods.

TNNo. _01-13

Supasades

EfecuveDae X [ 1] 1
Appraval Date AER 4 2"”2

TNNo. _Dv.D4
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Example of Cakealnsiony,
Peer group ofthree (3) providers A, B, and C with the following data:
Provider Beds FPatient Ocoupancy Allowable Cost PED
Days FPercentage Treatment Cost _ Agtual i
A g 1,296 86% $ 7160 60.00
B 7 1134 90% $ BIW 65.00
[» 18 3,078 95% $133,900 30.00

For this example caly, sssume 180 days in six month repanting period, actual days wilt be atilized duripg actual
calcnlaions, and an increase in the inflation factor of 1%

Peer Group Ceiling Cakalation
. Possible  Patiet  Allowable  Cosis PPD Cost Adjusted Alowable
Providw Beds _ Davi  Davs _ Costs  (3100% OQegp . 090% Ocop  _ Cnp Caleulation
A 9 1,620 1,296  $77,760 48.00 5333 S 69,120
] 7 1,260 L34 S7710 5850 65.00 s BN0
[of 18 3240 3078 5153900 4750 5278 B 5162 450
Total 6120 5508 $305,370 3 305,280

Wei avery iem day altowed treatment cost ($305,280/5,508 days) of $55.42.
Providet PP G Reimbursement  Lower of PPD Efficioacy %1 )

oV osl O Cay Incentive % loflation ﬁ% L3
A R ¢ o o 'l Ll 033 .
B 63 55.42 55.02 0 oss 5597
c 50 55.42 50.00 0 050 50.50

(iv)  Payment foc Eatly Intervention sctvices will be through an agreement with the state Tide V
agency. Peynwents shall be based on tolal cost of service provision. The Tl V agency must
maintan, m puditable form, all teconds of cost of sarvices for which claims for
réisnbursement gre made 0 the Medicaid agency. Paymenisto state agencics shill not exceed
acuat documented costs An interim rate based on projected costs may be used &5 pecessury
with a settlement Yo cosl &t the end of the fwcnt year.

) Private duly pusting & reimbursed on a fee-for- service based on units of time. Fees will oot
exceed the provider's usuat and cuskmary charge .

c. Farmily Planning Sarvices and Swpplics
1. Family planniog dinic services gre: reitnbiirscd on a cost basis for the clinic incinding stnffing

2n0d coet of suppli p dto the necip
2. Family planning supplies a5 ordered by a physician end disy d by a retail ph are
reimnbursed as a pharmacy senvice.

s, a Physicians* Services
Ap upper Biniit is established ming a resurcebased relative valre for the prooedurc times a
conversion factor i determined by the typeol service  The conversion factors were devdopad using
utilizztian and payment level data for the defined servce group. Payment will be the Jesser of the
upper Llimil or the previders™s cusiomary charge for the scrvice Lo the goneral public.

Effective Dae .'r _-_'3

TN Ne._03.06

Supersedes approvat pae JUL 1 1 2m
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Tie agency's fee schadule rae was sel as of January 1, 2014, and & eflectve for serices provided on of after that date
All rales are published ofi ihe agency's websile & wwwwwdhhrombms, Excepl as otherwise noled i the Pian, Stk
developed fee schedule rates are e sme for both go " andd prvate indivich & the fee

2nd any annlaliperiod adjusiments to the fee ere schadule are published &l wew. wvdhhrorzbnis.
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1. NEONAT, STINENCE SYNDROME SERVICE

a. Neonatal abstinence syndrome (NAS) services are covered purstant to the rate
methodology set forth in 2. through 4, below.

b. NAS sefvices and providers are defined as follows:

= Nursing services by a registered nurse pursuant o Attachment 3.1-8, page 1
of this Slate Plan

» Supportive counseling, evaluation and assessmend and service planning by
qualified, state licensed counselor or social worker pursuant fo Supplement 2
to Attachment 3.1-A and 3.1-B, page 5 of this State Plan.

+ Targeted case management services by state licensed andior educated
professionals, alf as defined in Attachment A, D and E of Supplement 1 to
Aitachment 3_1-A, pages 6 through 6e;

¢. Except as otherwise noted in the plan, siate-developed fee schedule rates are the
same for bolh govemimental and private providers of NAS services. The agency's fee
schedute tate for such services was set as of October 1, 2017, and is effective for
services provided on or after that date. The schedule is updated annually. All rates
are published on the agency’s website alvww.dhhr.wy.gov/bins.

2. RATE METHODOLOGY

Reimbursement for NAS services is an afHnclusive bundled cost per diem rate based on
a prospective paymeni methodology for the daily treatment of Medicaid members.

3. RATE COVERED SERVICES FOR NAS SERVICES BUNDLED RATE

a. The NAS services all-inciusive bundled per diem rate will reimburse all approved
sefvices incurred in freating newborns with a diagnosis of Neonaial Abstinence
Syndrome. The prospective bungied per diem NAS services rate covers all medically
necessary costs, both direct and indirect, including the following:

Direct

+ Nursing services salaries

» Tangeted Case Management salaries

= Evalualion and Assessment salaries

» Service Planning sataties

» Supporlive Counselling salaries

«+ Al non-physician EPSDT service salaries

;
N SR |

TNNo. 17004  AoprovaiDate:  :Febnsry8,2018 : Efiecive Bate: | 10012017
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Indirect

« Medical Director salaries
« Nursing Director salaries

» Pharmacy administration
+ Non-clinical administration
« Treatment supplies

The NAS services ali-nclusive bundled per diem rate does not include:

= Room and Board costs
= Physician Trealment services

b. The medically necessary allowable costs of Medicaid residents will be allocaled to
determine the per diem mte based on resident days.

4. RATE DETERMINATION
a. Interim Initial Rate

Each NAS services provider (meeting licensure and enroliment requirements) must file a
projecied fiscal year cost report to establish an interim initial projected bundled per diem
rate. The cost report must conlain the NAS services providers reasonamle costs
anticipated to be incurred in the initial fiscal year. Reasonabie Cosls are determined using
NAS senvices providers submitted allowable services included in the bundied rate.
Reasonable costs, as used in rate seiting, is defined as those costs that are aflowahle
under Medicaid cost principles, as required in 45 CFR 92.22(b) and the applicable CMB
circutar. Reasonabie costs do not include non-allowable costs. The NAS services
provider's wil be required to provide imdependent accounting validation for WV
Medicaid's questions pertaining to projected reasonable costs.

b. Established Initial First Year Per Diem Rate

ARer twelve months of continuous service, the NAS services provider must submit a cost
report reflecting actual costs for the twelve months of operations. The rale established
from the actual cost report data shall take the place of the projected interim initial rate.
WV Medicaid will reconcile payments back o the beginning of the interim rate period
applying the actual rate calculated from the full year of actual CMS approved cost report
activity to determine reasonableness and may adjust the rate if necessary.

L] 1 [
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The NAS senvices provider will be required to provide independent accounting validation
for WV Medicail's questions pertaining to actual reasonable costs. The NAS services
provider all-inclusive bundied per diem rate may also be benchmarked fo comparative
providers and services to demonstrate economy and efficiency before initial rate is
approved. WV Bureau for Medical Services reserves the night to challenge costs deemed
as uveasonable based upon comparative analysis. Provider is permitted o appeal
disallowed costs, bul solely if they claim cosis expressly permitted in the approved cost
report were disaliowed.

¢. Prospective Payment Rate — Subsequent Years

The first year established Initial rate will be the Prospective Payment Rate used in
calculafing future annual rate changes. Future Prospective Payment rate modifications
would serve as the base amount for calculating subseguent years' changes.

d. Annual Rate Reviews

At ine Bureau's discretion, NAS services provider may receive an annual rate adjustment
based on the Medicare Economic Index. The Annual Rate Reviews will only apply io NAS
service providers who have an Eslablished Initial Rale. The annual rate adjustments, if
implemented, will be effective January £ The agency's fee schedule rate for such
services was set as of Oclober 1, 2017, and is effective for services provided on or after
that date. The schedule is updated annualty. All rates are published on the agency’s

website at wwiw.dhhr.wv.govibms.

Approvd Date; _ 'Febnan 8 2018 | Efiectve Dae: _ | 1001017
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4.19 Payments for Physician Services
Physician Services

Special Payments to Essentlal State-owned or operated Physicians and De::

I Specific criteria for essential state-owned or operated physicians and ae,
who are members of a practice group organized by or under the controi
state academic health system or an academic health system that opera‘:
undet a state authority.

A Must be a West Virginia licensed physician or dentist;

B. Must be enrolled as a West Virginia Medicaid provider;

C. Must be a member of a state-owned or operated physician or denta!
group practice organized by or under the control of a state academic
health system or an academic heaith system that operates under a state
authority, as determined by the Department of Health and Human
Resources, Bureau for Medical Services. y

Il Payment Methodology:

A. A supplemental payment will be made for services provided by qualifying
essential state-owned physicians or dentists who are members of a“’
group practice organized by or under the control of a state academic
heatth system or an academic health system that operates under a state
authority based on the following methodology. The supplemental
payment to each qualifying physician or dentist will equal the difference
between the Medicaid payments otherwise made to these qualifying
providers for physician and dental services and the average amount that
would have been paid by commercial insurers for the same services.
The average amount that private commercial insurers would have paid
for Medicaid services will become the maximum Medicaid reimbursabie
amount for total Medicaid reimbursement, ie., regular Medicaig’
payments and the supplemental payments made under this plan
amendment. To determine this maximum Medicaid reimbursable
amount, the Medicaid Agency will determine what all private commerci_
insurance companies paid for at least 80% of the commercial claims
from the public physician providers affected by this plan amendment and
divide that amount by the respective charges for those same claims.
(The claims payments and charges will be obtained from the yez’
preceding the reimbursement year.) The resuiting ratio of payments
charges will be multiplied by the actual charges for the Medicaid servic=
provided by the public physician providers, and the product will be *
maximum Medicaid reimbursable amount. The actual non-supplemer:
Medicaid payments to the public physician providers will be subtrac
from the maximum Medicaid reimbursable amount to vieid
supplemental payment amount.

B. The supplemental payment for services provided will be implementec

through a quarterly supplemental payment to providers, based on

’ specific claim data. o -
TN No. 03-03 Effective Date =¢- 7 0 1 2003

Supersedes ApproveFEB_z_4_ggg4_
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4.18 Payments for Madical and Remedial Care and Services

Podiglisls' Services

Paymant will not excead the upper limit establishad using a resource-based relative value for the procedure times 2
conversion factor as determined by the type of sarvice. The conversion factors were developed using utilization and
payment lsvel dsta for the defined service group. Payment will be the lesser of the upper limit or the provider's
customary charge for the services to the general public.

The agency’s fees were updated January 1, 2010 and are effective for services on or after that date.

Except as otherwise noted in the Plan, State developed fes schedule rates are the same for both govermmental and
private individual practitioners, and the fee schedule and any annualiperiodic adjustments to the fee schedule are
published In www.wydhhr.om/bms.

b. Optometrists’ Services

Payment will not exceed the upper limit established using a resource-based relailve value for the procedure fimes 2
conversion factor as determined by the type of service, The conversion factors were developed using utilization and
payment level data for the defined service group. Payment will be fhe lesser of the upper limit or the provider's
customary cherge for the services to the general publio.

Thsagmy'sfaeswera updated January 1, 2010 and are effective for services on or after that date.

Except 2 otherwise noted in the Plan, State developed fee schedule rates are the same for both governmental and
private individual practitioners, and the-fee schedule and eny annualfperiodic adjustments to the fee schedule are
published in www.wydbhr.omg/bms

c. Chiropractors’ Services

Payment will not exceed the upper fimit established using a resource-based relative value for the procedure times a
conversion faclor as determined-by the type of service. The conversion factors were developed using utilization and
payment level data for the defined service group. Paymant will be the lessar of the upper fimit or the provider's
customary charge for the senvice to the general public.

The agency’s fees were updated January 1, 2010 and are effective for services on or after that date.

Except as otherwise noted in the Plan, State developed fee scheduls rates are the same for both governmental and
private individual practiioners, and the fes schedule and any annualiperiodic adjustments {0 the fee schedule are
published in www.wydhhr.org/bms.

d. Other Practitioners’ Services
Peychologists' Sefvices

The agency’s rales were set as of January 1, 2010 and sre sffective for services on or after that date. All rates are
published on the agency’s websits at www.wvdhhr.org/bms, Except as otherwise noted in the plan, State developed fee
schedule rates are the same for both govemmenta! and privete providers

Payment will nat exceed a fee schedule established from ........

TN No.: 09-02 Aeproval Diiesy 4 9 9040 Effective Date: <3, | \ ] ) 94009
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vsual and cuslomany chage information supplied by the provider community which was analyzed using accepled mathematical
principles to establish the mean doltar vatue for the service, or the provider's customary charge, whichever is less.

An uppei imil i established using a resource-biased relative valie for the-procedure limes a conversion factor as delemiined by the
type of service. Thie conversion factors ware developed using utiization and payment lével data for the delined service group. Payment
will be the kesser of ihe upper limil or the providers customery charge for the service to We-general public. The agency’s fees were
updated January 1, 2010 and are effective for senvices on ar afier that date.

6.2 Geronlological Nurse Practifioner Services
Adifl Murse Practitioner Services
Waomen's Heatth Nirse Practifionér Services
Psychiatric Nurse Praciifioner Servioes
An upper Emil i established using a resource-based relative valua for the procedure times a conversion factor as détesmined by the-
type of service. The gonversion factors were developed using ufilization and payment leve! data fr the defioed seqvice group. The
conversion faclors are published-amuatly n the *Resource Based Refative Value:(RBRVS) Policy and Procedure Manual”,
Payment may nt exceed the amount paid lo physicians-lor the service fie provider iS authorized by Slate Law o parform or the
provider's oustomary charge, whichever is less_AR privale and govemmental providers ard reimbursed according to-the samie. published
fee shvedule thal may be accessed al! ww.wwdtihr.org then medical services, (hen'manusls.

d3 Other Licensed Praciitioners
Phamacy reimbursement for vaccines. will be based on the appropriate NDC code at the cument pharmacy reimibursement raie for
covered drugs and may include an adminisiration fee. ) the vatsine I8 free, only en administralion fee will be nsimbursed.
Reimbursemsn! will be thrdugh the MMIS point-of-salB system,
Phamacy reimbursement for selecled activé pharmaceutical ingradients (A1) and excipients used in extemporanecusly compounded
prescriptions and selecied over-the-counter vitamin and mineral supplements will be based on the appropriate NDC code al.the curent
pharmacy reimborsement rale for covered drugs. Reimbursement will be through the MMIS: polat-of-sale system.

Home Health Seivices

a &b, Medicad reimbwsement of Médicare cerified home hesfth services shall be based on ninely percent (30%) of the Medicare.

established low-utfization payment adjustinem {LUPA) per vish rale by discipline or the providers charge whichever is less. The
caloulaled LUPA rales wil include anapplicable Coré-Based Statistical Area (GBSA) wage index adjustrient far lie county in which the
provider has ifs initially assigned physical focation. If services ars rendered lo beneficiades oulside that inilially assined county,
paymanis-will be imited to the provider's LUPA rates with na payment recognition For any difference between counly wage indexes. The
LUPA rate will be sdjusted in accordance with Medicare's. scheduled adjustments. LUPA per'visit payment amounts are considered
paymentin-full All privale anil govemmental providers are reimbursed according to the same published fee schedule. that may be
accessed 3l www.wyihhe.orgrog.

Medical Equipment.

Relmbursement for madical eqidpment (ME), medical supglies, esthefics dnd prosthetics is the lesser of 80% of the Medicare fee
schedule or the provider's charge lo the publlc. Reimbursement for urllisted/unpriced codes Ia based on cost invoice and relmbursed
per WV Medicaid's eslablished fee schedtle. The Agency's fees'were updated-January 1, 2090-and are effective for services on or after
that date. Al givate and govemmantal providars are feimbursed according fo the eame publistied Ise scheduls that may be acoessed
at www.wdhihrorg or the Agency's Provider Manuals

Diabelic supplies 2re refmbursed ai 9% of the Medicara fed sthediile.

Certain medical equipment may be subject 10 2 leasing amangement with repairs the responsibility of the ME Provider,

TN No:
Supersedes:

11-002 Approval Date: MAR 22 _2012___ Effective Dale. Ogober 1, 2011
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4.19 Payments for Remedial Care and Services

inpatient Rospital Services

I'N Ne:

Supersedes:

12006

8.

.

[IEY

Private Duty Nursing Services
Payment is based on an hourdy rate by skill level; ie., RN, LPN, Aide,
mnﬁhnmmsﬁomwdwgesandmﬁepwdforthesemmsby private
insurasice, or other slale agencies.

Payment for services provided by established ciinics may be an encounter raie
based on afl intlusive costs, or on a fee for the services provided i ihe clinic.
Payment not i exceed that allowed for the senvices when piovided by other
qualifed providers. Payment for free slanding ambulatory surgery center
services shall he the losser of 90% of the Medicae establishad fee or the
provider billed chargs.

Dental; Services

eNCN 5 Fﬂect;:e Dat_e:w 711714
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10. antal, Octhod Oral and’ A Hl Sa

Dental practiionars who provide covared dental services shall be reimbursed, by procedure, ulllizing the American Denld
Assodiafion Survey of Dentaf Fees for the Southem Atiantic Region Norms. The 25 percentile of the Solithem Aiantic Reglond
Survey constitutes the Medicaldeap. -

Physiclans who provide covered oral and maxitiofacial services shall be reimbursed by the upper Jimit utfizing a Resource-Based
Relative Value (RBVU) for the procedure times a conversion factor as determined by the type of service. The conversion faclors
were developed using uBlization and payment lsve! data for the defined service group. Payment shall not excaed the providers
usual cusiomary charge to the public.- The agancy's rates wera sat July 1, 2009 and are effective for servicas on or after that date.
Al rates are published on the agancy's webske at www.widhhr.org/bms, Excep! as otherwise noted In the plan, State developed
fas schedule ratss are the sams for both govemmental and privale providers.

Administration of enesthesia services shall be relmbursed by Cument Dentsl Terminology (CDT) codas based on an averege
American Sociely of Anesthasiologis! base units (for Head Procedures) plus time units muilplied by the enesthesla conversion
factor. Payment shall not exceed (he provider's usuzal customary charge to the public.

o e TETY e SE IR
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4.19 Payments for Medical and Remadial Care and Services

11. 3. Physical Thera

Payment will not exceed the upper limit established using a resource-based relative value for the procedure times a
conversion factor as determined by the type of service. The conversion factors were developed using utilization ard
payment Isvel date for the defined service group. Payment will be the lesser of the upper limit or the provider's
customary chargs for the service to the general public.

The agency's fess were updated January 1, 2010 and are effective for services on or afier that date.
Except as otherwise noted in the Plan, Stale developed fae schedule rates are the same for both governmental
and private individual practitioners, and the fee schedule and any annualiperiodic adjustments to the fee schedule are

published at wwwvdhhr.omg/bms.

b. Occupatiopal Therapy

Payment wilt not exceed the upper fimit established using a resource-based relative value for the procedure times &
convarsion factor as determined by the type of service, The conversion factors were developed using utilization and
payment level data for the defined service group. Payment will be the lesser of the upper limit or the provider's
gustomary charge for the service to the general public, ,

The agency’s fees were updated January 1, 2010 and are effective for services on or after that date,

Except as otherwise noted in the Pian, State developed fee schedule retes are the same for both governments! and
privale Individual practitioners, and the fee schedule end any annual/periodic adjustments to the fee schedule are
published in www.wvdhhr.ong/ms,

| ;r:pr:;a dq;oz 6502 Approval Da’t‘ezA v 12 o0 10. Effective Date: T Qhé | 1 9\6 p Ci
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PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

Services for Individuals with Speech Hearing and Language Disorders
Reimbursement for speech therapy is based on an:

Upper limit established using a resource-based relative value for the procedure times a
conversion factor as determined by the type of service. The conversion factors were
developed using utiization and payment ievel data for the defined service group. Payme
will be the lesser of the upper limit or the providers customary charge for the service to th:

general public. Reimbursement for school-based speech therapy services is based on the

Medicaid fee-for-service rate and apportioned based on a 15 minute unit of service, The
rate assigned to the speech school-based 15 minute billing unit is one quarter of the tota:
fee-for service rate calculabed under the resource-based relative value scale,

The agency's fees were updated January 1, 2010 and are effective for services
on or after that date Except as otherwise noted in the Plan, State developed
fee schedule rates are the same for both governmental and private individual
practiioners, and the fee schedule and any annaal/periodic adjustments to the
fee schedule are published in www.wvdhhr.omg/bms.

Hearing Aids. Supplies and Repairs

Heating aids and supplies are reimbursed at cost invoice plus 40%. Hearing
Aid batteries are reimbursed at 80% of the Medicare fee schedule.
Reimbursement for cost of repairs will be based upon an unaltered cost
invoice.

If Medicare fees are available, reimbursement will be made at 80% of the fee
schedule, otherwise, cost invoice plus 40%.

Cochlear Implants

Reimbursement for the Cochlear implants, replacement processors and supplies
are based on 80% of the Medicare fee schedule. Reimbursement for cost of
processor repairs shall be based upon an unaltered cost invoice.

Augmentative/Alttemative Communication Devices

Augmentative/Alternative Communication Devices: Reimbursement is based on 80% of
the Medicare fee schedule. Reimbursement for cost of repairs shall be based upan an
unaftered cost invoice. Reimbursement for services without a specific code or fee shall be
hased upon an unaltered cost invoice.

12. a Prescribed Druas
Professional Dispensing Fee=$10.49 per prescripion
Reimbursement for covered oulpatient drugs is based on the following methodology®
TNNo: 17001 Approval Date:  08-23-2017  Efiective Date: . 04-08-2017
Supersedes: 0904
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Page 9

A. Brand Name (single source) and Generic (multiple source) Drugs

Cc.

Reimbursement for brand and generic drugs shall be the lower of:

1. NADAC plus the professional dispensing fee

2. ltno NADAC is available, then WAC + 0% plus the professional dispensing

3. The Federal Upper Limit (FUL) as supplied by CMS plus the professional
dispensing fee

4. The State Maximum Allowable Cost {SMAC) pius the professional dispensing fee

5. The submitted ingredient cost pius the professional dispensing fee

6. The provider's usual and customary charges to the general public, including any
sale price which may be in effect on the date of dispensing

340B Purchased Drugs-Drugs purchased by covered entities described in

section 1927 {a)(SHB) (340B covered entity pharmacies) shall be reimbursed at

the lower of:

1. AAC, which shall not exceed the 340B.ceiling price, plus the professional
dispensing fee.

Drug Purchased outside of the 340B Program by covered entities-Drugs
purchased outside of the 340B Program by covered entities shall be
reimbursed at the lower of:

NADAC plus the professional dispensing fee.

if na NADAC is available, then WAC + 0% plus the professional dispensing fee
The Federal Upper Limit (FUL) plus the professional dispensing fee

Maximum Allowable Cost (SMAC) plus the professional dispensing fee

The submitted ingredient cost plus the professional dispensing fee

The provider's usual and customary charges to the public, including any sale
price which may be in effect at the time

e

Drugs dispensed by 340B Contract Pharmacies:
Drugs acquired through the 340B program and dispensed by 340B contract
pharmacies are not covered.

Drugs acquired via the Federal Supply Schedule

Facilities purchasing drugs through the Federal Supply Schedule (FSS) will be
reimbursed no more than their actual acquisition cost, plus the professional
dispensing fee.

Drugs acquired at Nominal Price-(outside of 340B or FS§8)
Faciliies purchasing drugs at Nominal Price {outside of 340B or FSS) shall be
reimbursed by their actual acquisition cost plus the professional dispensing fee.

TNNo:
Supersedes:

17001
06-01

Approval Date: ~ _ 08-23-2017 " Effective Dater _04-08-2017
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PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

G. Specialty Drugs
Specialty drugs not dispensed by a retail community pharmacy and dispensed
primarily through the mall will be reimbursed at the lower of:
1. NADAC plus the professional dispensing fee
. i no NADAC is available, then WAC + 0% plus the professional dispensing fee
. The Federal Upper Limit as provided by CMS plus the professional dispensing fee
The State Maximum Allowable Cost (SMAC) plus the professional dispensing fee
The submitted ingredient cast plus the professional dispensing fee
The provider’s usual and customary charges to the public, including any sale price
which may be in effect at the time

H. Drugs Not Dispensed by a retail community pharmacy
Drugs not dispensed by a retail community pharmacy (long term care or
institutional pharmacy when not included as part of an inpatient stay) will be
reimbursed at the lower of:
NADAC plus the professional dispensing fee.
If no NADAC is available, then WAC + 0% plus the professional dispensing fee
Federal Upper Limit as provided by CMS plus the professional dispensing fee
The State Maximum Allowable Caost {SMAC) plus the professional dispensing fee
The submitted ingredient cost plus the professional dispensing fee
The provider’s usual and customary tharges to the public, including any sale
price which may be in.effect at the time

D PO -

Sl

A one-time monthly dispensing fee per drug will apply to maintenance drugs
dispensed in long term care or other institutions.

l.  Physician Administered Drugs

Drugs that have a Healthcare Common Procedure Code System (HCPCS) code

will.be reimbursed at:

1. The Medicare reference price fite, 106% of the Average Sales Price (ASF) or

2. In the absence of a fee on the Medicare reference price, the drug will be priced
at WAC

3. Covered entities using drugs purchased under the 340B Program for Medicaid
members must bill no mare than their actual acquisition cost (AAC).

J. Clotting Factor
Clotting Factor from specialty pharmacies, hemophilia treatment centers and
Centers of Excellence will be reimbursed at:
1. Wholesale Acquisition Cost (WAC) plus 0% plus the professional dispensing fee
of $10.49

. Investigational Drugs:
Investigationat drugs are not covered by West Virginia Medicaid.

TN No: 17001 ApprovalDate; ~ 08-23-3017  Effective Date: _04-08-2017

Supersedes;  03-10
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PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

L. Compounded Prescriptions
Payment for legend ingredients will be based on the lower of NADAC, or WAC
+0% if NADAC is not available, FUL, SMAC, submitted ingredient cost or Usual &
Customary charges to the public, inciuding any sale price which may be in effect at
the same time plus the dispensing fee. A fee of $6.00 will be added to the dispensing
feé for extra compounding time required by the phamacist. The $6.00 compounding
fee does not apply to the Usual and Customary reimbursement.

INTENTIONALLY LEFT BLANK

TNNo: 17001 Approvai Date:  08-23-2017  Effective Date: _04-08-2017
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PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

12. b. Dentures
Payment for dentures is included in item 10,

1. Prosthetic Devices
Payment is based on the upper limit established for the service by Medicare.

2. Eyeglasses
Payment will not exceed an upper limit established considering cost
information from national sources; i.e., Optometry Today and Review of
Optometry; a survey of practitioners in the State; and the upper limits
established by Medicare adjusted to reflect complexity of material.

An upper limit is established for each lens code. The upper limit for frame is
wholesale cost up to $40.00 multiplied by a factor 2.5. Payment for fow vision
aids may not exceed invoice cost plus 30 percent.

Reimbursement may not exceed the provider's customary charge for the
service for the general public,

13. ¢. Preventive Services
Disease State Management
1, The state developed fee schedule rates are the same for both public and
private providers of these 1905(a) services. The fee schedule and any
annual/period adjustments to the fee schedule are published.

d. Rehabilitative Services
Behavioral Health Services
1. Reimbursement to those agencies licensed as behavioral

(continued next page)

TNNo;  17-001 ‘Approval Date: _ 08-23-2017 " Effective Date: _04-08-2017
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Page 11
4.19 Payments for Medical and Remedial Care Services

health agencies only is based on payment rates for each service by units of time with limitations
established for occurrences. The payment upper limit is established by arraying charges of providers for the
services to establish a reasonable and customary and prevailing charge. Effective for dates of service on or
after April 1, 2022, the behavioral health services rates will be increased by five (5) percent. Unless
specifically noted otherwise in the plan, the state-developed fee schedule rate is the same for both
governmental and private providers. The BMS fee schedule is published at:
https://dhhr.wv.cov/bms/fees/pages/default.aspx.

Community-Based Mobile Crisis Intervention Services Providers will be reimbursed in Fee for Service using
the BMS fee schedule for licensed behavioral health center (LBHC) services and the BMS fee schedule
shall be the minimum rate paid for Mobile Crisis Services rendered in Managed Care for these services.
LBHC rates are distinct from FQHC encounter rates. The service codes and rates for Community-Based
Mobile Crisis Intervention Services are all inclusive of the Mobile Crisis Response Team. Therefore, each
provider on the team is not being paid separately for the service as they are paid through the rate
reimbursed for the team.

LBHC codes and rates effective for dates on or after April 1, 2022 are published here:
https://dhhr.wv.aov/bms/FEES/Documents/LBHC%20Rates%20as%200f%204.1.22 rev_b.pdf

Reimbursement for Assertive Community Treatment (ACT) is based on an assessment of the fees of those
service codes included in the ACT array of services together with a review of the staff level and hours of
the professionals included in the ACT team. A per diem or a monthly rate will be based on the historical
data of the frequency of those service codes included in ACT and the number of staff and average wages
of the professional team. Effective for dates of service on or after April 1, 2022, the ACT services rates will
be increased by five (5) percent. Unless specifically noted otherwise in the plan, the state-developed fee
schedule rate is the same for both governmental and private providers. The BMS fee schedule is published
at: https://dhhr.wv.cov/ibms/fees/pages/default.aspx.

Cardiac Rehabilitative Services: Cardiac Rehabilitative Services as defined per Attachment 3.1A and 3.1B
page 5g and 5h are reimbursed effective 1/1/14 based on the physician fee schedule as outlined per
Attachment 4.19-B, page 3aa. Other practitioners providing these services as described in Attachment 3.1A
and 3.1B page 5¢g and 5h shall be reimbursed at the lesser of the practitioners’ usual and customary fee or
the West Virginia Medicaid fee scheduled, if applicable, at www.dhhr.wv.cov/bms.

Pulmonary Rehabilitation: Pulmonary Rehabilitation as defined per Attachment 3.1 A and 3.1-B page 5i and
5j are reimbursed effective 1/1/14 based on the physician fee schedule as outlined per Attachment 4.19-B,
page 3aa.

N No.: 23-0003 Approval Date: 09/05/2023 Effective Date: 07/01/2023
Supersedes: 22-0010
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4.19  Payments for Medical and Remedia! Care-and Services

18. ..

TN No._00-05
supersedes
TN No._95-02

Hogpice Reimbursement - 1

Payment for hosp‘fce care is made at one of four predetermined Medicare
rates for each dayiin which an individual is under the care of the hospics.
These rates are established by Medicare for the bospice, and will apply ¢
payment for Medicaid recipients who are not digible for Medicare. The
Medicare rates ase adjusted to disregard the cost offsets attributable <o
Medicare coinsurgnce amounts. Medicaid pays the Medicare coingurance
for dually eligible gndividuals.

Nursin ili iden

When hospice carg is furnished to a Medicaid recipient residing in a nursimg
facility the hospice is paid an additional amount on routine home care amd
continuous home, care days to take into sccount the room and board
furnished by the kacility. This additionsl amount paid to the hospice must
equal 95 percent of the per diem rate that would have been paid oy
Medicsid for thatjndividual. The amount of reimbursement will be s “daily
rate” that is 95 percent of the facility per diem rate together with one
Medicaid adjustment for the acuity of the Medicaid recipient.

The hospice is responsible for “room and board” which incluces
performance of personal care services, includiog sasistence in the activiries
of daily living, In socializing activities, administration of medicatioms,
maintaining cleanliness ofthe resident’s room, and supervising and assistmg
in the use of durabile medics) equipment and prescribed therapies.

Limitati n t for 1

Limitation on payment for inpatient care will be calculated sccording 10 the
number of days of inpatient eare furnished to Medicaid patients. During zne
12 month period, beginning November 1 of each year and ending Octomer
3t, the aggregsate number of inpatient (both for gemeral inpatient care xnd
inpatient respite care) may not exceed 20 percent of the aggregate tcta
number of days ¢f hospice care provided to all Medicsid recipients dur:r-

that same period.

[
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D. Cap on Overall Hospice Reimbursement

The overall aggregate payments made to a hospice during a cap period
from November 1 each year through October 31 of the next year will be
limited based on services rendered during the cap year on behalf of all
Medicaid recipients receiving services during the cap year. Any payments
in excess of the cap must be refunded by the hospice.

19. Case Management

Reimbursement for case management services provided under the plan will be
based on actual cost; i.e., established hourly rates for units of service provided.
Payment for case management services will not duplicate payment made to public
agencies or private entities under other programs authorized for the same purpose.
Medicaid will be the payor of last resort.

Payment rates for targeted case management services provided to individuals in
the chronic mental iliness or substance use disorder target group will be increased
by five (5) percent effective for dates of service on or after April 1, 2022.

Payment for Birth to Three Early Intervention Services will be through an agreement
with the state Title V agency. Payments shall be based on total cost of service
provision. The Title V agency must maintain, in auditable form, all records of cost

of services for which claims of reimbursement are made to the Medicaid agency.
Payments to state agencies shall not exceed actual documented costs. An interim
rate based on projected cost may be used as necessary with a settlement cost

at the end of the fiscal year.

20. «c. Expanded Prenatal Services

Reimbursement for expanded prenatal care services, as defined in
Supplement 2 to ATTACHMENT 3.1-A and 3.1-B, 20.c., will be based on
units of services. Each defined activity will be weighted and assigned a time
value which will convert to dollars for reimbursement purposes.

Payment for expanded prenatal services will not duplicate payments made
to public agencies or private entities under other program authorities for this
same purpose. Medicaid will be the payor of last resort.

(v) Respirator Care Services

Payment is made for ventilator equipment and supplies, the respiratory

therapist, or other professional trained in respiratory therapy, at the lowest

customary charge from qualified provides serving the geographical area of
the recipient’s residence.

TN No.: 22-0011 Approval Date: September 16,2022 | Effective Date: 04/01/2022
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4.19 Payments for Medical and Remedial Care and Services

23. Pediatric or Family Nurse Practitioner Services

Payment may not exceed the amount paid to physicians for the service the provider is authorized
by State Law to perform, or the provider’s customary charge, whichever is less.

For services provided on and after 11.01.94, the following methodology will apply:

An upper limit is established using a resource-based relative value for the procedure times a
conversion factor as determined by the type of service. The conversion factors were developed
using utilization and payment level data for the defined service group. Payment will be the lessor
of the upper limit or the provider's customary charge for the service to the general public.

1. a.

Transportation

Payment is made for transportation and related expenses necessary for recipient access
to covered medical services via common carrier or other appropriate means; cost of meals
and lodging, and attendant services where medically necessary.

Reimbursement Upper Limits:

(i)

(ii)

(iii)

(iv)

(v)

Common Carriers (bus, taxi, train or airplane) — the rates established by any
applicable regulatory authority, or the provider's customary charge to the general
public.

Automobile — Reimbursement is computed at the prevailing state employee travel
per mile.

Ambulance — Ground transportation is 100% of the Medicare rural reimbursement
rate at the time of service. Air transportation is 50% of the Medicare rural
reimbursement rate at the time of service. Reimbursement is the same for both
governmental and private providers. This methodology applies to all dates of
service on or after July 1, 2022.

Meals - $5.00 per meal during travel time for patient, attendant, and transportation
provider.

Lodging — At cost, as documented by receipt, at the most economical resource
available as recommended by the medical facility at destination.

TN No:
Supersedes:
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PERSONAL CARE 4.19 Payment for Medical and Remedial Care and Services
Methods and Standards for Establishing Payment Rates

26. Personal Care Services

Personal Care Services

Personal Care services will be reimbursed using a statewide fee-for-service rate scheduled based on units of services
authorized in the approved plan of care. Payment for Personal Care services under the State Plan will not duplicate
payments made to public agencies or private entities under other program authorities for the same purpose. Medicaid will
be the payer of last resort. Effective for dates of service on or after April 1, 2022, the personal care services rates will be
increased by five (5) percent. Unless specifically noted otherwise in the plan, the state-developed fee schedule rate is the
same for both governmental and private providers. Providers will be reimbursed at the lesser of the provider’s usual and
customary billed charge or the Bureau for Medical Services (Bureau) fee schedule. The BMS fee schedule is published at:
https://dhhr.wv.aov/bms/fees/pages/default.aspx.

Personal care services are limited on a per unit, per month, basis (15 minutes per unit} with all services subject to prior
authorization. Individuals can receive up to a maximum of 840 units (210 hours) each month.

Rate Methodology:

Rates for Personal Care services are developed using a markef-factor rate-setting model. The model reflects individual
service definition, operational service delivery, administrative, capital and technology considerations. The following factors
are used in determining the rates:

o Wage- Wage data is obtained from the Bureau of Labor Statistics (BLS). The age is based on two elements
consisting of occupation/wage categories reported by BLS and identified by Medicaid staff as comparable to
services delivered under the personal care program as well as results of a formal provider survey.

o __Inflation- The base wage is adjusted by an inflationary factor determined by the percent change in the Consumer
Price Index (CPI-U. U.S. City: All ltems 1982-84 = 100) from base period 2009 to current rate period.

o Payroll Taxes- The payroll taxes factor represents the percentage of the employer’s contribution to Medicare,
Social Security, workers’ compensation and unemployment insurance.

o Employee Benefits- The employee benefits factor represents the percentage of employer’s contribution to
employee health insurance and retirement benefits. The employee benefit factor varies by employee type. This
factor is discounted to reflect the Medicaid agency’s share of cost based on the Medicaid payer mix.

o __ Allowance for Administrative Costs- The allowance for administrative costs factor represents the percentage of
service costs that results from non-billable administrative activities performed by direct care staff and services
provider by employer administrative support and executive start. This factor is discounted to the Medicaid payer
mix as determined by provider survey conducted in 2010 and 2011.

o Allowance for Transportation Costs- The allowance for transportation costs factor represents an allowance for
average travel time by the provider as indicated by the provider survey.

#__Allowance for Capital and Technology- The allowance for capital and technology factor represents weighting of
various income and balance sheet account information and provider survey data to calculate a capital and
technology cost per dollar of employee wages. This factor is discounted to reflect the Medicaid agency’s share of
cost based on the Medicaid payer mix.

e Room and Board- Room and Board shall not be a component used in developing the rate methodology.

TN No.: 22-0009 Approval Date: September 16,2022 | Effective Date: 04/01/2022
Supersedes: 12-006




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Attachment 4.19-B

State; Wesl Vitginia
Page 17

Freestanding Birth Center Services

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR
FREESTANDING BIRTH CENTER SERVICES

Medicaid providers of freestanding birth center services arc reimbursed as follows:

The payment for services provided by a freestanding birth center is limited to the lower of the encounter rate base
or un a fee for the services provided in the clinic. The agency’s fee schedule for freestanding birth center services
was established on Aprif . 2012, and is effective for services provided on or afler that date. All government and
private providers are paid according 1o the same methodology. The fee schedule will be published on the Medicaid
website at: hitp://www.dhhr.wv. pov/bms/Paves/default.aspx

Physicians, midwives, and other licensed practitioners as defined per Attachment 3.1-A. Page 11 are paid a
separate fee for services performed in the freestanding birth center based on procedure code and as specilied in
Attachment 4.19-B. physicians’ services {page 3a) and Women's Health Nurse Practitioner Services ( page 3 Al
povernment and private providers are paid according to the same methodology, The fee schedule will he
published on the Medicaid website at: hitp:/www.dhhr.wy.gov/bms/Pages/default.aspx

TN No: 12-007 7 Approval Date: JUN 1 9 2012 Effective Date:  04/01/2012
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REIMBURSEMENT TO SCHOOL-BASED SERVICE PROVIDERS:

A. Reimbursement Methedology for School-Based Service Providers

Reimbursement to Locel Education Agencies (LEAs) for School-Based Service Providers is
based on'acost based methodology.

Medicaid Services provided by Schooi-Based Service Providers are services that are medically
necessary and provided 1o Medicaid recipients by LEAs in accordance with an Individualized
Education Program (IEP) under the Individuals with Disabilities Education Act {IDEA):

Audiology and Speech-Language Pathology Services
Occupational Therapy Services )
Physical Therapy Services

Psychological Services

Nursing Services

Personal Care Services

Targeted Case Management Services

Specialized Transportation

-

el Bl ol s R

Providers will be paid interim rates based on historical cost data for school-based direct medical
services. For the initia! periods covered by this SPA the interim rate will be based on the current
rates for school based health services until sufficient cost data has been collected through the
annual cost report process to establish revised interim rates. Annually, provider specific cost
reconciiiation and cost settlement processes will occur to identify and resolve all over and under

payments.

B. Direct Medical, Personal Care Services, and Targeted Case Management Payment
Methedology

Effective for dates of service on or -after July.-1, 2013, the-Burean for Medical Services (BMS}
will institute a cost based psyment system for 4}l School-Based Service Providers. As a cost
based methodology, this system will incorporate standard cost based components: payment of
interim rates; 8 CMS approved Random Moment Time Study (RMTS) approach for determining
the allecation of direct service time; a CMS approved Annual Cost Report based oni the State
Fiscal Year (June 30 end); reconciliation of actual incurred costs attributable to Medicaid with
interim payments; and a cost settlement of the difference between actual incumred costs and

interim payments.

To determine the allowable direct and indirect costs of providing medigal services to Medicaid-
eligible clients in the LEA, the following steps are performed on those costs pertaining to each of

TN No: 12006 Approval Date: ___Jjov 2_5&944 . Efecive Date: 070114
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the three cost pools; direct services, persona! care services, and targeted case management
services:

13 Direct costs for medica! services include unatiocated payroli costs and other unallocated
costs that can be directly charged to medical services. Direct payrol! costs include the
total compensatzon (i.e. salaries and beneﬁts) to the service personnel identified for the
provision of health services listed in the description of covered Medicaid services
delivered by LEAs.

Other direct costs include costs related to the approved service personnel for the delivery
of medical services, such as materials, supplies and equipment and capital costs such as
depreciation and interest. Only those materials, supplies, and equipment that have been
identified and included in the approved BMS Medicaid cost reporting instructions are
allowsble costs and can be included on the Medicaid cost report.

Total direct costs for medical services are reduced on the cost report by any credits,
adiustments or revenue from other funding sources resulting in direct costs net of federal
funds.

2) The net direct cosis for each service category are calculated by appiying the direct
medical services percentage from the approved time study to the direct costs from item 1
above.

The RMTS incorporates a CMS approved methodology to determine the percentage of
time medical service personnei spend on IEP related medical services, and general and
administrative time. This time study will assure that there is no duplicative claiming of
administrative costs.

3) Costs incurred through the provision of direct services by contracted siaff are allowable
costs net of credits, adjustments or revenue from other funding sources. This total is then
added to the net direct costs identified in fiem 2 above.

4) Indirect. costs are determined by applying the LEA’s specific unrestricted indirect cost

,, rate to its net direct costs identified in ftem 3 above. West Virginia LEAs use
predetermmed fixed rates for indirect costs. The West Virginia Department of Education
is the tognizant agency for LEAs, and approves unrestricted indirect cost rates for LEAs
for the United States Department of Education. Only allowable costs are certified by
LEAs.

5) Net direct costs, from Hems 2 and 3 above, and indirect costs from ltem 4 above are
combined.

TN No: 12-006 Approval Date: NOV 2 5 2014_'__ Effective Date:  §741/14
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6) Medicaid's portion of total net costs is calculated by multiplying the results from Item 5
above by the cost pool specific IEP ratio. West Virginia LEA’s use a different [EP ratio
for each of three service type cost pools, inchuding direct services, personal care services,
and targeted case management services. For direct services the numerator will be the
number of Medicaid IEP students in the LEA who have an TEP with a direct medical
service outlined in their IEP and the denominator will be the total number of students in
the LEA with an IEP with a direct medical service outlined in their IEP. For personal care
services the numerator will be the number of Medicaid IEP students in the LEA who
have an IEP with a persohal care service outlined in their IEP and the denominator will
be the total number of students in the LEA with an IEP with a personal care service
outlined in their IEP. For targeted case management services the numerator will be the
number of Medicaid IEP students in the LEA who hsve an IEP with a targeted case
management service outlined in their IEP and the denominator will be the total number of
students in the LEA with an IEP with a targeted case management service outlined in
their IEP.

Specialized Transportation Payment Methodology

Effective for dates of services on or after July 1, 2014, providers will be paid on a cost basis.
Providers will be paid interim rates based on historical cost data for specialized transportation
services. For the initial periods covered by this SPA the interim rate will be based on the current
rates for school based health services until sufficient cost data has been collected through the
annual cost report process to establish revised interim rates. Annually, provider specific cost
reconciliation and cost settlement processes will occur to identify and resolve all over and under

payments.

Specialized transportation is allowed to or from a Medicaid covered direct IEP service which
may be provided at school or other location as specified in the IEP. Transportationp may be
claimed as a Medicaid service when the following conditions are met:

1. Specialized transportation is specifically listed in the IEP as a required service;

2. The child required specialized fransportation in a vehicle that has been modified as
documented in the IEP; and

3. The service billed only represents a one-way trip; and

4. A Medicaid JEP medical service {other than transportation) is provided on the day
that specigl transportation is billed

Transportation costs included on the cost report worksheet will only inciude those personnel and
non-personnel costs associated with specialized transportation reduced by any federal payments
for these costs, resulting in adjusted costs for transportation. The cost identified on the cost
report includes the following:

12-006 aoprovaina:_ NOV 2.5 2014 Efiective Date: 07001714
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State: West Virginia

1. Personnel Costs — Personnel costs include the salary and benefit costs for
transportation providers employed by the school district. The definitions for
aliowable salary and benefit costs for transportation services are the same as for direct
medical service providers. The personnel costs may be reported for the following
staff:

a. Bus Drivers

b. Attendants

¢. Mechanics

d. Substitute Drivers

Transportation Other Costs — Transportation other costs include the non-personnel
costs incurred in providing the transportation service. These costs include

a. Lease/Rental costs

b. Insurance costs

¢. Maintenance and Repair costs

d. Fuel and Oil cost

e. Contracted — Transportation Services and Transportation Equipment cost
Transportation Equipment Depreciation Costs — Transportation equipment
depreciation costs are allowable for transportation equipment purchased for more than
$5,000.

L

o

The source of these costs will be audited general ledger data kept at the LEA level.

LEAs may report their transportation costs as specialized transportation only costs when the
costs can be discretely identified as pertaining only to specialized transportation or as general
transportation costs when the costs cannot be discretely identified as pertaining only to
specialized transportation.

All specialized transportation costs reported on the annual cost report as general transportation
costs will be apportioned through two transportation ratios; the Specialized Transportation Ratio
and the Medicaid One Way Trip Ratio. All specialized transportation costs reported on the
annual cost report as specialized transportation only will only be subject to the Medicaid One
Way Trip Ratio.

a. Specialized Transportation Ratio — The Specialized Transportation Ratio is used to
discount the transportation costs reported as general transportation costs by the percentage of
Medicaid eligible [EP students receiving specialized transportation services. This ratio
ensures that only the portion of transportation expenditures related to the specialized
transportation services for Medicaid eligible students are included in the calculation of
Medicaid allowable transportation costs.

The Specialized Transportation Ratio will be calculated based on the number of Medicaid
eligible students receiving specialized transportation services in the school district. The
numerator for the ratio will be the total number of Medicaid eligible IEP students receiving
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specialized transportation services. The denominator for this ratio will be the total number of
all students receiving transportation services. The data for this ratio will be based on the same
point in time as is used for the calculation of the IEP ratio.

The Specialized Transportation Ratio is defined by the following formula:
Numerator = Total number of Medicaid elizible students receiving Specialized

Transportation services per their [EP
Denominator = Total number of all students receiving transportation services

An example of how the Specialized Transportation Ratio will be calculated is shown below:

Specialized Transportation Ratio
Total Number of Medicaid Eligible Students Receiving 100

Specialized Transportation Services per their IEP
Total Number of ALL Students Receiving Transportation 1,500
Services [Specialized ar Non-Specialized)

7%

b. Medicaid One Way Trip Ratio- An LEA-specific Medicaid One Way Trip Ratio will be
established for each participating LEA. When applied, this Medicaid One Way Trip ratio will
discount the transportation costs by the percentage of Medicaid 1EP one way trips. This ratio
ensures that only Medicaid allowable transportation costs are included in the cost settlement
calculation.

The Medicaid One Way Trip Ratio will be calculated based on the number of one way trips
provided to students requiring specialized transportation services per their IEP. The
numerator of the ratio will be based on the Medicaid paid one way trips for specialized
transportation services as identified in the state’s MMIS data. The denominator will be based
on the school district transportation logs for the number of one-way trips provided to
Medicaid eligible students with specialized transportation in the IEP. The denominator
should be inclusive of all one way trips provided to students with specialized transportation
in their [EP, regardless of whether the trip qualified as Medicaid specialized transportation or
not. The data for this ratio will be based on the total aumber of trips for the entire period
covered by the cost report, i.e. all one way trips provided between July 1 and June 30.

The Specialized Transportation Ratio is defined by the following formula:

4
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Numerator = Total Medicaid paid one way trips for specialized transportation services per
MMIS
Denominator = Total one way trips for Medicaid eligible students with specialized
transportation in their {IEP (from bus logs)

An example of how the Specialized Transportation Ratio will be calculated is shown below:

Medicaid One Way Trip Ratio \
Total Number of Paid Medicaid One Way Trips for Speciatized 20
Transportation Services {per MMIS)

Total Number of ALL One Way Trips for Medicaid Eligible
Students with Specialized Transportation in their IEP {per bus 600

logs)

42%

D. Annual Cost Report Process

Each provider will complete an annual cost report for all school-based services delivered during
the previous state fiscal year covering July 1 through June 30. The cost report is due on or before
December 31st of the same year of the reporting period. The primary purposes of the cost report
are to:

1. Document the provider’s total allowable costs for delivering services by School-
Based Service Providers, including direct costs and indirect costs, based on cost
allecation methodology procedures; and

2. Reconcile interim payments to total allowable costs based on cost allocation
methodology procedures.

All filed annual Cost Reports are subject to & desk review.
E. Certification of Funds Process

On an annual basis, each LEA will certify through its cost report its total actual, incurred
allowable costs/expenditures, including the federal share and the nonfederal share.

F. The Cost Reconciliation Process

The total allowable costs based on cost allocation methodology procedures are compared to the
provider’s Medicaid interim payments for school-based service providers during the reporting
period as documented in the Medicaid Management Information System (MMIS), resulting in a
cost reconciliation. West Virginia will complete the review of the cost settlement within a
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reasonable time following the submission of the annual cost reports and the completion of all
interim billing activities by the providers for the period covered by the cost report.

G. The Cost Seftlement Process

For services delivered for a period covering July 1st through June 30th, the annual School Based
Service Providers Cost Report is due on or before December 31st of the same year.

If a provider’s interim payments exceed the actual, certified costs of the provider for school-
based services to Medicaid clients, the provider will return an amount equal to the overpayment.

If the actual, certified costs of a provider for school-based services exceed the interim Medicaid
payments, BMS will pay the federal share of the difference to the provider in accordance with
the final aciual certification agreement and submit claims to the CMS for reimbursement of that

payment.

BMS shall issue a notice of interim settlement that denotes the amount due to or from the
provider. West Virginia will process the interim settlement within 6 to 12 months following the
submission of the annual cost reports. BMS shall also issue a notice of final settlement that
denotes the final amount due to or from the provider upon completion of the final cost
reconciliation. The final settlement will be issued within 24 months following the final
submission of the annual cost reports.

TN No: 12006 Approval Date: NOV 2 5 2014 Effective Date:  07/01/14
Supersedes: NEW CMS Approwal Date



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: West Virginia Attachment 4.19-B
Page 24

Payment for Medical and Remedial Care and Services
Physician Services

Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415

Primary Care Services Affected bv this Pavment Methodology

____ This payment applies to all Evaluation and Management (E&M) billing codes 99201 through 09499,

_X_ The State did not make payment as of July 1, 2009 for the following codes and will not make payment for those
codes under this SPA (SPECIFY CODES).
99288, Y9315, 99316. 99318, 99339, 99340, 99358, 99359, 99360, 99363, 99364, 99366, 99367, 99368, 99374,
99377, 99379, 99380, 99403, 99404, 99406, 99407, 99408, 99409, 99411, 99412, 99429, 99441, 99442, 99443,
99444, 99450, 99455. 99456, 99485, 99486, 99487, 99488, 99789, 99495, 99496, 90460, 90461, 90474

_X_ The State will make payments under this SPA for the following codes which have been added to the fee
schedule since July 1, 2009 (SPECIFY CODE AND DATE ADDED).
99224 — 01/01/11, 99225 — 01/01/11, 99226 — 01/01/11

X The State will not adjust the fee schedule to account for any changes in Medicare rates throughout the year.

Physician Services — Vaccine Administration

For calendar years (CYs) 2013 and 2014, the state reimburses vaccine administration services furnished by physicians
meeting the requirements of 42 CFR 447.400(a) at the lesser of the state regional maximum administration fee set by the
Vaccines for Children (VFC) program or the Medicare rate as implemented by the state in CYs 2013 and 2014

_X_ Medicare Physician Fee Schedule rate as implemented by the state and using the 2009 conversion factor.

X State regional maximum adminjstration fee set by the Vaccines for Children program

JUN 20 2013
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Payment for Medical and Remedial Care and Setvices
Physician Services

Increased Primary Care Service Payment 42 CFR 447405, 447.410, 447,415

Documentation of Vaccine Administration Rates in Effect 7/1/09

The state nses one of the following methodologies to impute the payment rate in effect at 7/1/09 for code 90460, which
was introduced in 2011 as a successor billing code for billing codes 90465 and 90471,

The imputed rate in effect at 07/01/09 for code 90460 equals the rate in effect at 07/01/09 for billing codes 90465
and 90471 times their respective claims volume for a 12 month period which encompasses July 1, 2009. Using
this methodology. the imputed rate in effect for code 90460 at 07/01/09 is:

X A single rate was in effect on 07/01/09 for all vaccine administration services, regardless of billing code.
This 2009 rate is: $12.00.  The State did not cover 90460, The State elected to cover 90471-90473 for vaccine
administration services: however. the single rate was only applied to procedure codes 90471 and 90472,

X Alternative methodology to calculate the vaccine administration rate in effect 07/01/09:

Service vonde 90473 was added as a benefit 08/01/08 but was not priced using the single rate as other
administration services. Service code 90473 is priced using the MPFS Relative Units times the State
derived CF which will be used as the basis for determining the rate in effect 7/1/09.

Note: This section contains a description of the state’s methodology and specifies the affected billing codes.

Effective Date of Payment

E & M Services
This reimbursement methodology applies to services delivered on and after January 1, 2013, ending on 12/31/14, but not

prior to December 31. 2014. All rates are published at dhhr.wv.gov/bms.

Vaccine Administration
This reimbursement methodology applies to services delivered on and after Janvary 1, 2013, ending on 12/31/14 but not
prior to December 31, 2014. Ali rates are published at dhhr.wv.gov/bms.
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1905(a)(29) Medication-Assisted Tre atment (MAT)

1905(a)(29) Medication-Assisted Treatment (MAT)

As per Section 1905(a)(29) of the Act, for the period of October 1, 2020, through September 30,
2025, Medication assisted treatment (MAT) services are covered as a mandatory benefit for adults
and children who meet the medical necessity criteria for receipt of services. Services may require
prior authorization by the West Virginia (WV) Bureau for Medical Services (BMS) or its designated
agent.

Medication-Assisted Treatment Services

MAT is an evidence-based practice using methadone, naltrexone, buprenorphine, and all other
forms of MAT approved under section 505 of the Federal Food, Drug,and Cosmetic Act (21 U.S.C.
355) and all biological products, counseling services and behavioral therapy licensed under section
351 of the Public Health Service Act (42 U.S.C. 262) for the treatment of OUD.

The reimbursement for unbundled prescribed drugs and biologicals used to treat opioid use
disorder will be reimbursed using the same methodology as described on Attachment 4.19B,
section 12a, pages8-9b for prescribed drugs that are dispensed or administered.

MAT services provided by certified Opioid Treatment Programs (OTPs) will reimburse according
to the appropriate fee schedule for the service provided located on the Bureau's website: WV
Medicaid Physician’s Fee Schedules at: https://dhhr.wv.covibms/FEES/Paces/default.aspx

Methadone MAT is reimbursed as part of a bundle that includes administration and labs
according to a fee schedule, effective October 1, 2020, which is accessible on the Bureau's

website at: https://dhhr.wv.cov/bms/FEES/Paces/default. asox,

Except as otherwise noted in the Plan, State developed fee schedule rates are the same for both
governmental and private individual practitioners, and the fee schedule and any annual/periodic

adjustments to the fee schedule are published in www.wvdhhr.ora/bms.
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4.19 Payments for Medical and Remedial Care and Services

REIMBURSEMENT FOR DRUG FREE MOMS AND BABIES (DFMB) CARE COORDINATION

SERVICES TO WEST VIRGINIA DFMB SITES

A. Reimbursement Methodology for DFMB Services

1. Rate Development has been built on the following:

a.

b.

Payment is made to the DFMB site on a per-member-per-month (PMPM) basis.

At least one of the services included in the bundled payment must be provided within the service
payment unit (calendar month) in order for providers to bill the bundled rate.

The PMPM rate is designed to reimburse care coordination activities related to DFMB services,
with other discrete Medicaid State Plan services not included in the bundle rate to be considered
separately billable.

Any provider delivering services through the DFMB care coordination rate will be paid through the
bundled payment rate and the provider cannot bill separately for services covered under the
bundled payment.

Medicaid providers delivering separate services outside of the bundled payment may bill for those
separate services in accordance with the Medicaid billing procedures.

The DFMB care coordination PMPM rate is not paid in a residential setting, and it does not include
costs related to room and board or other unallowable facility costs.

2. The DFMB case management PMPM rate is intended to cover key care coordination activities

including:
a. Comprehensive assessment and periodic reassessment of individual needs to determine the need for
any medical services, educational services, social services, or other services,
b. Development (and a periodic revision) of a specific care plan that is based on the information
collected through the assessment,
c. Referral and related activities to help the eligible individual obtain needed services, and
d. Monitoring and follow-up activities.

3. The bundled payment methodology complies with the provision in Section 1902(a)(32) of the Social
Security Act. The rate methodology represents a “bottom-up” approach that incorporates costs for all the
time, expertise, and materials needed to deliver the service. The State will periodically monitor the actual
provision of services paid under a bundled rate to ensure that beneficiaries receive the type, quantity, and
intensity of services required to meet their medical needs and to ensure that the rates remain economic and
efficient based on the services that are actually provided as part of the bundle.

4. The payment rate is the same for governmental and private providers and is available at:
https://dhhr.wv.gov/bms/FEES/Documents/DFMB %20PM%20%281%29.pdf

TN No:

Qiinarcardac*

22-0003 Approval Date: 09/06/2022 Effective Date: 06/09/2022

Nlava;




